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11. PhysicalTherapy and Re1 a tedServ i ces  

When p rov ided  by a home h e a l t h  agency, v i s i t i n gn u r s ea s s o c i a t i o n ,  or  
i n d e p e n d e n tt h e r a p i s t ,t h e s es e r v i c e sa r el i m i t e dt of o r t y( 4 0 )u n i t sp e r  
r e c i p i e n tp e rs t a t ef i s c a ly e a r .  The f o r t y( 4 0 )u n i t s  may beused forone 
t y p e  o f  t h e r a p y  o r  i n  anycombi n a t i o n  o f  t h e r a p i e s  i n  an o u t p a t i e n t  
s e t t i n g .P r i o ra u t h o r i z a t i o n  from t h eO f f i c eo fM e d i c a lS e r v i c e si s  
r e q u i r e d  when the rapy  se rv i ces  a re  p resc r ibed  ove r  the  se rv i ce  1 imit. 

Serv i cesp rov ided  by a r e h a b i l i t a t i o n  c e n t e r  a r e  1 i m i t e d  t o  t w e l v e  (12)  
v i s i t s  p e r  r e c i p i e n t  per f i s c a ly e a rf o ra l lt y p e so fs e r v i c e se x c e p t  
t h e r a p i e s  w h i c h  a r e  s u b j e c t  t o  t h e  a b o v e  l i m i t s .  

12a.PrescribedDrugs 

A co-payment o f  f i f t y  c e n t s  ($0.50) t o  t h e  pharmacy by t h e  r e c i p i e n t  i s  
r e q u i r e d  f o r  eachcoveredpresc r ip t i on  and r e f  ill o f  a generic,branded 
gener ic,orsing1e-sourcepharmaceut icalproductdispensed. 

A co-payment=one d o l l  a r  (81.00) t o  t h e  pharmacy by t h e  r e c i p i e n t  i s  
r e q u i r e d  f o r  eachcoveredpresc r ip t i on  and r e f i l l  o f  a compounded product  
o r  a brand name p r e p a r a t i o no f  a mu l t i -sourcepharmaceut ica lp roduc t  
d i  spensed. 

Co-payments a r en o tr e q u i r e df o rt h ef o l l o w i n g :  

1. f a m i l yp l a n n i n gp r o d u c t s  
2. emergency s e r v i c e s  
3. i n d i v i d u a l s  underage 18 
4. s e r v i c e s  t o  p r e g n a n t  women f o r  suchserv icestha tre1atetopregnancyor  

t o  any o t h e r  c o n d i t i o n  w h i c h  may compl icatethepregnancy 
5 .  c a t e g o r i c a l l yo rm e d i c a l l y  needy i n d i v i d u a l s  who a r e  i n s t i t u t i o n a l i z e d  

and r e q u i r e d  t o  spend a l l  t h e i r  income f o r  medica lexpensesexceptfor  a 
personal needs a1 1Owance 

6.  	 s e r v i c e s  f u r n i s h e d  t o  HMO en ro l  1ees by a hea l th  ma in tenance organ iza t ion  
as d e f i n e di nS e c t i o n  1903(m) i n  whichtheyareenro l led.Since 
p resc r ip t i ond rugsareno td i spensed  by t h e  one e x i s t i n g  HMO prov ider ,  
theco-paymentexempt ionfor  HMO e n r o l l e e s  f o r  p r e s c r i p t i o n  d r u g s  i s  n o t  
app li cab l  e a t  t h i s  t i m e .  I f  HMO servicesareexpanded t o  i n c l  ude 
p r e s c r i p t i o n  drugs,theco-paymentexemption will apply.  

Maintenancemedication,which i s  def inedaslegendornon- legendmedicat ion 
t o  be usedcon t inuous lyfo r34daysor  more, i s  1 i m i t e d  t o  a 34-daysupply 
o r  100 dosageuni ts,whichever i sg r e a t e r .  
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C .  P r o s t h e t i c  d e v i c e s .  - -
- Provided: L/ no l i m i t a t i o n s  /IV With l i m i t a t i o n s *  

d. 	 Eyeglasses. 
- 

/2-/ Provided: 1 1  l o  l i m i t a t i o n s  &/ With limi t a t l o n s *-
13. 	 Other d iagnos t i c ,s c reen ing ,p reven t ive ,  and r e h a b i l i t a t i v es e r v i c e s ,  

i.e. * other than thoseprovided elsewhere in t h i s  p i a n .  

a. 

b. Screening services. 

C. at l v e  s e r v i c e s  

d.  R e h a b i l i t a t i v es e r v i c e s  - - 
/ XI  p r o v i d e d  L/ Eo l i m i t a t i o n s  with l i m i t a t i o n s-

14. 	 Services f o r  i n d i v i d u a l s  age 6 5  o r  o l d e r  i n  institutions E a r  mental 
diseases. 

a. I n p a t i e n t  h o s p i t a l  s e r v i c e s .  
- 
/w Provided: L/ Po l i m i t a t i o n s  /u/ With l i m i t a t i o n s  

b. 	 Skilled n u n i n s  f a c i l i t y  s e r v i c e s .  
NOT PROVIDED. - - 

/ / Provided: L/ Bo l i m i t a t i o n s  L/ W i t h  l i m i t a t i o n s *-
d e s c r i p t i o n  p r o v i d e d  on attachment.  
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12c. ProstheticDevices 

Prior authorization is required for the purchase of hearing aids and ear molds. A written request, 
supported by a physician's statement of medical necessity, must be submitted to the Medicaid 
Administration Bureau for hearing aids and ear molds. 

12d.Eyeglasses 

Payment for eyeglasses is limited to the following: 

-	 one (1) pair of single vision glasses with lenses, provided that the refractive error is at least plus or 
minus .50 diopter according to the type of refractive error, i n  each eye. 

-	 one ( I )  repair of glasses every 12 months, including replacement of the broken component(s) 
only. 

-	 replacement of lenses or lenses and frames only when refractive error changes .50 diopter or more 
F

in both eyes. 

-	 contact lenses, trifocal lenses, and occular prostheses under certain conditions and with prior 
authorization. 

TN No. 09-01 
Supersedes 
rnNo. 90- 12 
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AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE SERVICES PROVIDED 

13 a. b. c. d. Other Diagnostic, Screening, Preventive and Rehabilitative Services 

These services are generallycovered under othertypes of services described elsewhere in this plan. 

Additional Diagnostic, Screening,Preventive and Rehabilitative Services reimbursed by Medicaid include: 

-	 those provided for eligible adults and children within screening programs such as Head Start, the Public School 
systems, andmedical and dental screening programs conducted as part of approved and organizedday care 
programs. 

-	 those provided under written agreement for eligible children by the various clinics conducted by the Title V agencies 
in the Division of Public Health. 

Mental Health Services (Division of Behavioral Health) are covered as follows: 

The limit for all community mental health services shall be $1,800 (Medicaid reimbursement) per recipient per state 
fiscal year. Medicaid recipients shall qualify to exceed the $1,800 limit if the community mental health program 
certifies that the recipient meets the criteria for one of the Division of Behavioral Health (DBH) eligibility categories. 

Individual community mental health service limits shall also apply. 

A n y  such services provided by an out-of-state provider require prior authorization for reimbursement. 

Other Preventive and Rehabilitative Services covered include: 

-	 those provided in a facility specifically designated for intensive inpatient rehabilitation services such as the crotched 
‘,fountain Rehabilitation Center or one of such facilities in Massachusetts. Prior Authorization is required. 

-	 adult medical day care services provided in a licensed facility. Payment for adult medical day care services is made 
only when the recipient is determined to be medically frail andor elderly by a physician and is not residing in an 
institution. Recipients must attend adult medical day care for a minimum of two daysper week, five hours per day. 
Prior authorization is required for this service. 

-	 early intervention services include client centered family training and counseling, developmental training, speech 
therapy, occupational therapy, and physical therapy. Specifically excluded from coverage are direct child day care, 
case management, and child transportation; the latter two being Medicaid covered services already. 

EffectiveDate 1/1/98~1.hYO. 98-03 Approval Date #3-
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 

Preventive services provided by a registered nurse (RN) to a newborn and his/her mother at 
their home to include a physical assessment, preventive health education, and assistance with 
connecting with a primary health care provider and the State EPSDT program. 

Medicaid services provided in a licensed supported residential health care facility (private 
non-medical institution) must have prior authorization by the Office of Medical Services. 

A private non-medical institution for children is a residential child care facility. Covered 
services must be prior authorized by the Division for Children, Youth and Families. 

Therapeutic foster care must be prior authorized by the Division for Children, Youth and 
Families. Covered services are client centered family mental health counseling, individual 
counseling, crisis intervention and stabilization and medical care coordination. 

Intensive Day Therapy is covered when prior authorized by the Division of Human Services. 
Intensive Day Therapy is a package of services which can include case management. 
occupational therapy, physical therapy, speech therapy and nursing services. Prior 
authorization is for a two (2) month period with a limit of six (6) months total. Recipient 
must generally receive a minimumof four (4) hours of service for five(5) days of each 
week. 

Intensive Day Programming is covered when prior authorized by the Division for Children, 
Youth and Families. Based on a clinical assessment, each child receives an individually 
designed program of individual, group, and/or family system therapy and counseling. 

Crisis Intervention is covered when pre-approved by the Division for Children, Youth and 
Families. Covered services include therapeutic and intensive counseling, and are generally 
limited to a six week period. This service is available 24 hours per day, seven days per 
week. 

Child Health Support Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services for foster children are provided by RN's and include 
a brief health screening at the time of the child's placement, referrals for comprehensive 
health and development assessments. health planning conferences, and follow-up care. 
Covered services for childrenin their own homes are provided under the supervision of an 
RN or licensed practical nurse (LPN), and include initial health assessmentieducation. 
support counseling, and behavioral health management. Services to children i n  their own 
homes are usually limited to three(3) months. 

Home Based Therapy Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services include psychotherapy and mental health counseling 
and therapy. 

.I'N NO: 06- 17 

Supersedes ApprovalDate: M2 A t  
 EffectiveDate:October 1 .  1996 
TN No: 95-4 
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amount DURA TIOK A N D  SCOPE OF M E D I C A L  A N D  remedial CARE A N D  S E R V I C E S  PROVIDED 

preventive services provided by a registered nurse ( R N )  to a newborn and his/her mother at 
their home to include a physical assessment, preventive health education, and assistance with 
connecting with a primary health care provider and the State EPSDT program. 

Medicaid services provided i n  a licensed supported residential health care facility (private 
non-medical institution) must have prior authorization by the Office of Medical Services. 

A private non-medical institution for children is a residential child care facility. Covered 
services must be prior authorizedby the Division for Children, Youth and Families. 

Therapeutic foster care must be prior authorizedby the Division for Children, Youth and 
Families. Covered services are client centered family mental health counseling, individual 
counseling, crisis intervention and stabilization and medical care coordination. Services are 
not subject to the 12 visit per recipient per state fiscal year limit for psychotherapy services. 

Intensive Day Therapy is covered when prior authorized by the Division of Human Services. 
Intensive Day Therapy is a package of services which can include case management, 
occupational therapy, physical therapy, speech therapy and nursing services. Prior 
authorization is for a two (2) month period with a limit of six (6) months total. Recipient 
must generally receive a minimum of four(4) hours of service for five(5) days of each 
week. 

t 


Intensive Day Programming is covered when prior authorized by the Division for Children, 
Youth and Families. Based on a clinical assessment, each child receives an individually 
designed program of individual, group, and/or family system therapy and counseling. 
Services are not subject to the 12 visit per recipient per state fiscal year limit for 
psychotherapy services. 

Crisis Intervention is covered when pre-approved by the Division for Children, Youth and 
Families. Covered services include therapeutic and intensive counseling, and are generally 
limited to a six week period. This service is available 24 hours per day, seven days per 
week. Services are not subject to the 12 visit per recipient per state fiscal year limit for 
psychotherapy services. 

Child Health Support Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services for foster children are provided by RN’s and include 
a brief health screening at the time of the child’s placement, referrals for comprehensive 
health and development assessments, health planning conferences, and follow-up care. 
Covered services for children i n  their own homes include an initial health assessment/health 
education, support counseling, and behavioral health management. Supervision of the 
services for children in their own homes is provided by a RN or licensed practical nurse 
(LPN). Supervision of the services for childrenin their own homes may be provided bya 
Master’s level social worker, mental health worker or counselor when the services are 
support counseling and/or behavioral health management. Services provided to children in 
their own homes are usually limited to three( 3 )  months. 

Home Based Therapy Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services include psychotherapy and mental health counseling 
and therapy. Services are not subject to the 12 visit per recipient per state fiscal year limit 
for psychotherapy services. 

TN No: 97-07 
Supersedes ApprovalDate: &? ( J  ’ EffectiveDate:April 1. 1997 
TN No: 97-06 
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AMOUNT, DURATION AND SCOPE OF MEDICAL CARE AND SERVICES PROVIDED 

Psychotherapy services provided by a clinical social worker, mental health counselor, 
marriage and family therapist, or other practitioner, who is certified by the NH Board of 
Examiners of Psychology and Mental Health Practice,and who is not on the staff of a 
community mental health center, are covered up to twelve (12) psychotherapy visits per 
recipient per state fiscal year-such visits to be counted toward the twelve (12) visit 
psychotherapy cap for all non-physician practitioners. The aboveproviders must follow a 
treatment plan prescribed by a licensed practitioner who islicensed to provide 
psychotherapy services. 

14a.Prior authorization is required before any payment is madefor such services rendered 
out-of-state. No payment will be made for out-of-state care in an IMD if it is determined 
that the same care could have been provided in-state. 

t 
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M O U N T ,  DURATION AND SCOPE OF SERVICES PROVIDED 

MEDICALLY 
NEEDY GROUP(S): ALL 


c. Intermediate care facility services. 


1-Provided: 17 No limitations 1-Vith1imitations* 


15.a Intermediate care facility services (other than such services in an 
institution for mental diseases) for persons determined, in accordance with 
section 1902(a)(31)(a) of the A c t ,  to be in need of such care. 

b. 	 Including such services in a public institution (or distinct part

thereof) for the mentally retarded or persons with related conditions 


F 

16. Inpatient psychiatric facility services for individuals under 22 years of 

age. 


/x/Provided: 17 N o  limitations Ix/with
limitations* 


17. Nurse-midwife services. 


!x/
Provided: L> No limitations 1-with limitations' 

18. Hospice care (in accordance with section 1905 ( 0 )  of the A c t ) .  

*Description provided on attachment. 

/ I 


TN NO. 89-17 

Supersedes 
Date Date
Approval dqi 01/01/90
TN NO. 86-8 

HCFA ID:0140P/0102A 




--- 

AMOUNT. DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES PROVIDED 

14c. 	 Payment for intermediate care services in institutions for mental disease i s  availableto categorically and 
medically needy recipients in need of such care. Payment for intermediate care services in institutions for 
mental disease must be prior authorized for a specified period oftime based on the amount and length of 
care recommended by the recipient's physician. Determination of need for, and authorization of payment 
for, intermediate care services in institutions for mental disease is made by the Office of Long Term Care. 

15a. and 15bintermediate Care facilities 

Payment for nursing facility care is available to both categorically and medically needy recipients in need 
of such care. Payment for nursing facility care must be prior authorized for a specified period of time 
based on the amount and length of care recommended by the recipient's physician. Payment is made for a 
non-private room.Determination of need far nursing facility care and authorization of payment for 
nursing facility care is made by the Office of' Long Term Care. 

Medicaid-only certified beds in which nursing facility services &reprovided s h a l l  be at or about 5,146 
beds statewide. However, the Department of Health and Human Services does not intend IO attain this 
number o f  beds unless there is a need for the beds to ensure access to services. Furthermore, the 
Commissioner or his/her designee shall approve certification ofadditional Medicaid-only nursing facility 
beds if needed to ensure access to nursing facility services * 

Nursing facility beds certified for both Medicare and Medicaid will be approved in accordance with He-
Hea 904

16. Inpatient Psychiatric facility Services 

inpatient psychiatric facility services for individuals under 22 years of age are available to both 
categorically and medically needy recipients in need of such services. Providers must be designated by the 
director of the division of Behavioral Health Services as a Designated Receiving Facility. A designated 
Receiving Facility is any community mental health program or treatment facility which serves both 
voluntary and involuntary emergency hospitalization patients Designated Receiving Facility services are' 

1. In a physicallyseparate area wad exclusivelyforpsychiatric patients; 

2. Provided by staffwith specialized raining inmentalillnessandits treatment; 

3 .  Provided by a facility with a discrete unitbudget 

4. Provided by a facility accredited by JCAHunderthepsychiatric standards; and 

5 .  Generally recognized as a discrete operating unit 

* The legislature has mandated that funding bc made available for appropriate and effective alternatives to nursing facility 
services. This, can be accomplished by providing funding only for the number of nursingfacility beds that ate necessary 10 

achieve the purpose of providing nursing facility services. The number of beds available to medicaid eligibles IScurrently 
significantly greater than the number ofbeds occupied. 

TNNO. 97-09 Approved Effective 7/1/97 
Supersedes 
M N o  89-17 
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17. Nurse Midwi feServ ices  

N u r s e  m i d w i f e  s e r v i c e s  a r e  p r o v i d e d  t o  b o t h  t h e  c a t e g o r i c a l l y  
a n dt h em e d i c a l l y  needy underthecategor ies  of nursemidw i fe  
serv ices,  ARNP serv ices ,phys ic ianserv ices ,  r u r a l  h e a l t h  
c l i n i cs e r v i c e s  and c l i n i cs e r v i c e s .  They a r es u b j e c tt ot h e  
1 i m i t a t i o n s  o f  t h e  i n d i v i d u a l  s e r v i c e  c a t e g o r i e s  d e s c r i b e d  
e l  sewhere i n  t h i s  plan, These serv icesareper formed by ARNPs 
( seeOthe rPrac t i t i one r ' sServ i ces ) .  

F 
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